Patients with obesity who are hospitalized for medical conditions or undergo invasive procedures have higher rates of complications and longer hospitalizations, resulting in a significant burden to health care resources. [5] [6] [7] Obesity also affects mobility, quality of life, and productivity; and severe obesity can reduce life expectancy by an estimated 5 to 20 years. 2, 8 It has been over a decade since the World Health Organization formally recognized obesity as a global epidemic and despite advances in modern medicine, obesity rates have not improved. So, given the importance of treating a disease with such widespread impact, how is it that the most effective intervention-bariatric surgery-is also the most underutilized?
Sleeve gastrectomy and gastric bypass are the two most common bariatric procedures performed today and both result in superior and durable weight loss, a reduction in medical comorbidities, as well as a mortality benefit when compared to lifestyle and behavioral changes alone. [9] [10] [11] Two recent randomized clinical trials published in the Journal of the American Medical Association reported comparable weight loss for sleeve gastrectomy and gastric bypass at 5 years (49% vs 57% excess body weight loss and 61% vs 68% excess body mass index loss, respectively). 12, 13 Additionally, both procedures induced complete and partial remission of type 2 diabetes (37% after sleeve gastrectomy and 45% after gastric bypass) as well as medication discontinuation for dyslipidemia (47% after sleeve gastrectomy 60% after gastric bypass) and hypertension (29% for sleeve gastrectomy and 51% for gastric bypass) in their patient population. In addition to weight loss, there is growing evidence indicating that bariatric surgery has weight-independent effects on glucose homeostasis as well as microvascular disease progression among diabetics, which is being coined as the "legacy effect." 14 With the advent of minimally invasive techniques, perioperative complication rates and surgical mortality after bariatric surgery have also improved significantly over the past 2 decades. 15 At present, the operative risks for sleeve gastrectomy and gastric bypass are lower than those typically associated with gallbladder or hip replacement surgery. And yet, despite its proven benefits and safety profile, only 0.4% of patients who qualify based on National Institutes of Health (NIH) criteria actually undergo bariatric surgery. 16 This statistic is alarming when you consider the health benefits of bariatric surgery juxtaposed with the ever-worsening obesity epidemic.
The underutilization of bariatric surgery is largely related to a malalignment of treatment paradigms, insurance policies, and public perception. Consider that the current NIH criteria for bariatric surgery referral includes patients with a body mass index (BMI) of over 40 kg/m 2 or 35 kg/m 2 plus weight-related comorbidities. In addition, patients are required to commit to following lifelong healthy eating and physical activity habits, medical followup, and have also failed nonsurgical methods of weight loss such as medications and/or lifestyle and behavioral changes. Although these criteria appear reasonable, they have created a fundamental paradox that has permeated all aspects of obesity care.
First, BMI is not a consistent measure of obesity or health within a diverse patient population. BMI does not differentiate between ratio of muscle or fat, or account for differences in age, race, or gender. 17 Also, comorbid conditions such as metabolic syndrome may arise at a different BMI among individuals, which may result in disparities of care for some or a need to demedicalize obesity as a disease in others. Second, measuring a patient's compliance to a commitment of lifelong healthy habits is complex and there are no clear measures that can predict future behavior, particularly after surgery. This concept has allowed insurance carriers to fashion arbitrary and highly variable barriers to bariatric surgery coverage by imposing documented monthly medically supervised weight loss. 18 And so, a patient may be required to undergo monthly visits for 3, 6, or 12 months and may also be required to maintain or lose a specific amount of body weight solely based on their type of insurance, with no regard for prior attempts at weight loss or ongoing medical conditions. To add to the confusion, some insurance carriers may waive the preoperative weight loss requirement altogether if the patient's starting BMI is 50 kg/m 2 , which incentivizes late referral for bariatric surgery and sabotages successful outcomes as the likelihood of patients achieving a BMI greater than 30 kg/m 2 is less than 9% in this patient population. 19 Finally, considering bariatric surgery only after all treatments have failed further labels it as the treatment of last resort, which biases patients and clinicians to seek referral only in extreme cases. This bias persists when reviewing clinical guidelines for referral. Consider that the United States Preventative Services Task Force along with the American Heart Association, American College of Cardiology and the Obesity Society, and the American Diabetes Associate continue to place bariatric surgery behind all other treatment methods even though grade A evidence exists. 20 To exacerbate the situation, treating obesity also exposes significant issues with delivery of multidisciplinary care in a broad, diverse, and dispersed population, while maintaining fiscal sustainability. Obesity is a chronic disease that cannot be treated in a vacuum and requires input from multiple providers including primary care practitioners (PCPs), interventionalists, dietitians, behaviorists, psychologists, advanced practice providers, and nurses. In a study by Fitzpatrick and Stevens, most patients did not receive the type of behavioral interventions that complies with the evidence that demonstrates its effectiveness. 21 Moreover, they reported that obesity management in primary care settings remains suboptimal, with an underdiagnoses of obesity compounded with a decline in weight management counseling from 33% in 2008-2009 to 21% in 2012-2013. In contrast, the up-front costs of bariatric surgery are high, and insurers recover the costs of bariatric surgery after 2 to 4 years. 22 The overall cost-effectiveness ratios for bariatric surgery can vary between $5,000 and $16,100 per quality-adjusted life year (QALY) for women and $10,000 and $35,600 per QALY, for men. 23 It is also important to note that bariatric surgery is not covered in all states, wait times are increasing, and patients report their health worsened during this waiting period. [24] [25] [26] Such barriers of care would be appalling for any disease process and yet it persists for obesity, either as an acceptable form discrimination or a failure to consider obesity as a disease. Now more than ever, patients suffering from obesity are in dire need for health care advocacy. Herein lies an opportunity for bariatric surgeons and PCPs to unite on their behalf. Bariatric surgeons are well aware of the health benefits of surgery, but surgical practices are ill-equipped to manage patients long-term and are also dependent on referrals in order to capture ideal candidates. Meanwhile, PCPs serve as the primary point of contact for patients, but are faced with multiple challenges when managing obesity in the ambulatory setting, often with little resources or guidance. As such, PCPs who align their practices with bariatric surgery programs serve to create a multifaceted environment that allows patients to engage in a range of interventions for obesity, including earlier evaluations for surgery along with appropriate long-term follow up to assess impact and success of treatments. Joint partnerships also stand to benefit from national and state-wide bariatric-specific clinical registries that can be used to engage in collaborative public health initiatives. To date, the Metabolic and Bariatric Surgery Accreditation and Quality Improvement Program has a data registry that includes over 1.3 million bariatric cases and was involved in over 60 quality improvement activities in 2017 alone.
COMMENTARY
At the state level, organizations like Michigan Bariatric Surgery Collaborative have used such data registries over the past decade for a multitude of innovative projects, including a bariatric surgery outcomes calculator that predicts patient-specific weight loss and complication rates based on 24 different variables. So, although it may seem like an unlikely duo, a partnership led by PCPs and bariatric surgeons may be the spark necessary to create a paradigm change that results in a multipronged, patient-centered approach to the obesity epidemic.
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